
 

 

 

 

IBP Budget Credibility Learning Note — Nigeria  

Improving Budget 
Credibility in Nigeria’s 
Health Sector:  
 
Lessons from Civil Society-Led PFM Reform



Improving Budget Credibility in Nigeria’s Health Sector:  
Lessons from Civil Society-Led PFM Reform     

 2 

 

List of Acronyms 3 

Executive Summary 5 

Main Findings 6 

IBP's Budget Credibility Approach in Practice 8 

The Nigerian Context 9 

Key Learnings 12 

Budget Credibility Diagnostics, CSO and Community Engagement for Reform 

Prioritization 12 

CSO and Community Engagement for Advocacy 16 

Government Engagement and Advocacy Process 18 

Connecting to Broader Systems Change 21 

Lessons and Recommendations 24 

Appendix 26 

Learning Note Focus: Learning Areas, Relevance and Methodology 26 

Methodology 26 

Acknowledgments 28 

 



Improving Budget Credibility in Nigeria’s Health Sector:  
Lessons from Civil Society-Led PFM Reform     

 3 

List of Acronyms  
Acronym Full Term  

BHCPF Basic Health Care Provision Fund 

BPP Bureau of Public Procurement 

CoP Community of Practice 

CSO Civil Society Organization 

EPI Expanded Programme on Immunization 

GIFMIS Government Integrated Financial Management Information System 

IBP International Budget Partnership 

ICIR International Centre for Investigative Reporting 

IPPIS Integrated Payroll and Personnel Information System 

IPSAS International Public Sector Accounting Standards 

ISPOs Irrevocable Standing Payment Orders 

JDPC Justice Development and Peace Commission 

KII Key Informant Interview 

MTEF Medium-Term Expenditure Framework 

MTSS Medium-Term Sector Strategy 

NICARE Niger State Contributory Health Scheme 

OBS Open Budget Survey 

OGP Open Government Partnership 

PEFA Public Expenditure and Financial Accountability 

PER Public Expenditure Review 

PETS Public Expenditure Tracking Survey 

PFM Public Financial Management 

PHC Primary Health Care 

SAI Supreme Audit Institution 

SFTAS State Fiscal Transparency, Accountability and Sustainability 



Improving Budget Credibility in Nigeria’s Health Sector:  
Lessons from Civil Society-Led PFM Reform     

 4 

SOPs Standard Operating Procedures 

SPARK Strengthening Public Accountability for Results and Knowledge 

SPHCB State Primary Health Care Board 

TSA Treasury Single Account 

UNICEF United Nations Children’s Fund 

WASH Water, Sanitation and Hygiene 

WDC Ward Development Committee 



Improving Budget Credibility in Nigeria’s Health Sector:  
Lessons from Civil Society-Led PFM Reform     

 5 

Executive Summary   
Why do health budgets approved by governments so often fail to translate into reliable services 

in communities, health centres and clinics? What practical tools can help civil society 

organizations (CSOs) and community groups identify where funds for primary health care and 

immunization are delayed, diverted or underused? And how can this evidence be turned into 

constructive dialogue that leads to sustainable improvements in service delivery for ordinary 

people? 

This Learning Note explores how these questions played out in Nigeria’s primary health care 

(PHC) system. Drawing on the experience of the International Budget Partnership (IBP)’s 

Budget Credibility Initiative in Nigeria, it distills lessons from work in Oyo, Ogun and Niger 

states. The analysis is based on key informant interviews (KIIs) with IBP staff, civil society 

partners and government officials, supported by a desk review of selected sources, including 

the 2021 and 2023 Open Budget Survey (OBS) results and internal progress reports (see the 

Appendix for a detailed description of the methodology and analytical approach). 

In recent years, health budgets in Nigeria have become more accessible on paper but remain 

difficult to use for real-time decision-making. Budget information is often fragmented, 

inconsistent or incomplete, particularly for Primary Health Care (PHC) budget lines. Quarterly 

reports are not easily reconciled with approved budgets. Figures from the Ministries of Finance, 

Budget and Economic Planning and Health often diverge. Audit findings were typically released 

2–3 years after the relevant fiscal year, making them too delayed to inform timely oversight or 

corrective action. Even when allocations approached the Abuja Declaration’s 15 percent 

benchmark for health (a political commitment by African Union member states),  budget 

execution rates for many PHC-relevant budget lines in the states reviewed were often between 

10 and 30 percent, with spending frequently skewed toward administrative and travel costs 

rather than frontline needs such as cold-chain maintenance, outreach or minor facility repairs. 

To address these gaps, IBP and its partners introduced state-level Public Financial 

Management (PFM) Action Labs–small, collaborative problem-solving platforms that brought 

together government, civil society and community actors to diagnose and address budget 

execution bottlenecks. Through these Labs, CSOs and officials applied light execution 

diagnostics to trace budgets from approval to release, commitment and actual expenditure. 

They paired treasury data with facility-level verification (such as stock cards, cold-chain uptime, 

outreach logs and supervision reports) to show how money moved and where implementation 

stalled.  

CSOs also developed a simple one-page reconciliation note clarifying which figures govern in-

year analysis versus year-end totals, helping to reduce disputes over numbers and keep 

decision-making moving despite audit lags. By translating complex financial data into concise, 

decision-ready materials–variance snapshots, infographics and two-page briefs–they helped 

government actors and communities connect spending patterns to service results. 
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What began as a narrow focus on the Expanded Programme on Immunization (EPI) execution 

quickly grew into a broader agenda to address systemic PFM bottlenecks that undermine health 

service delivery, including late cash releases, unclear release calendars, procurement handoffs 

and arrears and weak rules for revising prices in a volatile context. As this work evolved, 

relationships between government and civil society shifted from sporadic, transactional 

engagement toward more regular collaboration. CSOs used a learning-oriented, evidence-

based approach that encouraged open discussion of bottlenecks across states and created 

space for joint problem-solving. This contributed to tangible outcomes, including Niger’s 

reported full-year release of Basic Health Care Provision Fund (BHCPF) resources, more 

inclusive PHC staffing and insurance expansion efforts in Oyo and emerging attempts in Ogun 

State to better integrate planning, budgeting and procurement reforms. 

 

Main Findings  

• Diagnostics revealed that execution, not allocation was the primary constraint. By 

tracing funds from approval to release, commitment and expenditure, the initiative 

showed that most persistent bottlenecks lay in unpredictable and delayed cash releases, 

procurement inefficiencies and fragmented coordination across finance, budget and 

health institutions. 

• Pragmatic prioritization made reform feasible. Rather than attempting to fix every 

bottleneck identified through diagnostics, CSOs and government actors focused on a 

small number of high impact, solvable issues such as timely cash releases, procurement 

coordination and plain-language variance note to improve execution within a single 

budget cycle. 

• Evidence-led, learning-oriented advocacy shifted relationships. CSOs moved from 

a predominantly watchdog posture toward collaborative problem-solving, using 

diagnostic evidence to facilitate structured dialogue with government rather than 

confrontation. Simple tools such as action registers, follow-up matrices and routine 

public dialogues helped translate commitments into incremental change and reinforced 

accountability over time. 

• Community engagement deepened ownership and oversight. Ward Development 

Committees (WDCs) and local CSOs applied diagnostic methods such as budget–

expenditure reconciliation and on-site facility checks to track implementation and 

highlight service gaps. Radio platforms amplified citizen voice and created public 

accountability pressure while PFM Action Labs tested small, practical reforms and 

shared lessons across states, evolving into a continuous accountability mechanism.  

• Emerging outcomes point to early systems change. Across states, practices such as 

more predictable release calendars, simplified variance reports summarizing deviations 

between approved and actual spending, clearer procurement standard operating 
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procedures (SOPs) and routine State Primary Health Care Board (SPHCB)–CSO–

community dialogues are beginning to be adopted as part of everyday fiscal governance, 

gradually embedding public engagement practices around budget execution within state 

systems. Progress remains uneven and often dependent on individual champions, but 

the experience suggests that credible budgets and more responsive services are more 

likely to take root when technical reforms are reinforced by sustained civic engagement.
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IBP's Budget Credibility Approach in Practice   

In Nigeria, IBP’s budget credibility approach supported civil society and governments to move 

beyond technical PFM analysis to practical, problem-solving action focused on improving 

services that people experience in PHC facilities.  

The budget credibility approach builds on IBP’s Investigating Budget Credibility Toolkit and 

applies a sequenced, problem-driven model to understanding and addressing the public 

financial management (PFM) bottlenecks that undermine service delivery. IBP adapted this 

approach to Nigeria’s subnational health context to diagnose real-time execution bottlenecks 

and co-create reform solutions with state actors. It focuses on translating evidence about 

where budget execution breaks down into practical, feasible reforms that strengthen systems 

and outcomes. Learning and adaptation run through every stage of the approach. 

1. Diagnostics  

Diagnostics in this work went beyond traditional budget analysis to examine how and why 

approved health budgets failed to translate into timely spending or services. CSOs used light 

execution tracing to track selected budget lines from approval through release, commitment 

and spending, identifying where implementation stalled, most often due to delayed cash 

releases, procurement bottlenecks or in-year reallocations. 

This process combines quantitative analysis of budget and expenditure data with qualitative 

inquiry, including interviews with finance, procurement and line ministry and departmental 

officials, to understand institutional and operational causes of deviations. Existing analyses 

such as Public Expenditure and Financial Accountability (PEFA) assessments, Public 

Expenditure Reviews (PERs) and Public Expenditure Tracking Surveys (PETS) are reviewed 

to situate findings within broader fiscal and governance contexts. 

Stakeholder mapping provides a clear picture of the institutional structures, functions and 

reporting lines involved in implementing budgets. Civil society maps the ministries, 

departments and agencies responsible for delivering services and traces how funds move 

through each level.  

Cross-checking financial data with sector performance indicators, such as PHC functionality, 

outreach frequency and staffing levels, along with community-generated evidence helped 

make visible the link between budget execution and service delivery outcomes. 

2. Prioritization  

Prioritization filters diagnostic findings to determine which challenges are both material to 

service delivery and feasible to address. Given limited political bandwidth and fiscal space, 

prioritization proved essential. Rather than pursuing comprehensive reform agendas, partners 

focused on a small number of politically and operationally feasible issues, such as release 

predictability, procurement SOPs and access to in-year execution data, where incremental 

change could unlock wider improvements in budget credibility. 
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This stage develops evidence-based actionable recommendations tailored to specific 

government actors. It considers institutional incentives, reform windows and capacity 

constraints, ensuring that proposals are realistic and sequenced for implementation.  

3. Engagement and Advocacy  

Engagement and advocacy translated diagnostic evidence into collaborative, time-bound 

commitments between civil society and government actors. Civil society engages with 

government actors early in the diagnostic phase to share the approach, seek input and 

facilitate data access while building mutual understanding of how government systems 

operate and consensus about the causes of budget credibility issues. As the process 

advances, civil society organizations, oversight bodies and reform-minded officials co-develop 

solutions, such as predictable release calendars, faster and more reliable procurement 

timelines and improved publication of execution data.  

The approach emphasized relationship-building and insider engagement, identifying reform-

minded allies within government, oversight institutions and development agencies, while 

grounding advocacy in evidence from communities most affected by service gaps. 

Partnerships extend to communities most affected by service gaps, connecting citizen 

evidence with reform priorities.  Narrative building led by civil society also ensures that 

technical findings are communicated in ways that resonate with policymakers and the public, 

illustrating how budget credibility gaps affect everyday services and emphasizing the shared 

value of reform.  

4. Learning and Adaptation  

Learning and adaptation were not treated as a separate phase but as a continuous feature of 

the approach. Regular engagement with government, communities and CSOs allowed 

partners to reflect on progress, update diagnostics and adjust strategies across budget 

cycles. These feedback loops helped institutionalize practical tools, such as reconciliation 

templates and variance explanations and sustain momentum beyond individual champions or 

project timelines. 

 

The Nigerian Context 

As of 2024, Nigeria’s population exceeds 200 million, with nearly half living in rural areas where 

access to primary health care (PHC) remains limited. Despite the federal commitment under the 

Abuja Declaration to allocate 15 percent of total expenditure to health, most states fall short of 

this target, with actual execution often below 30 percent of approved allocations. This 

underperformance continues to constrain progress in immunization, maternal health and 

disease prevention. 

A 2023 BudgIT study, Improving Budget Credibility in Primary Health Services in Nigeria, 

supported by IBP, examined health budgets in Oyo and Anambra States and found that weak 

credibility stemmed less from low allocations and more from breakdowns in execution and 

utilization.  
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Key risks included unrealistic revenue projections, delayed and unpredictable cash releases, 

procurement bottlenecks and weak accountability systems. Deviations between budgeted, 

released and utilized funds, particularly under the Basic Health Care Provision Fund (BHCPF), 

disrupted PHC operations and made it difficult to track federal-to-state fund flows, leading to 

interruptions in service delivery. 

These challenges resulted in vaccine stockouts, delayed PHC repairs and interrupted outreach 

sessions. Inconsistent data across ministries and delayed audits further eroded accountability. 

The study emphasized that improving credibility requires distinguishing between cash 

management and execution gaps while pairing technical fixes such as predictable fund release 

calendars and procurement standard operating procedures (SOPs) with more inclusive 

oversight. 

IBP’s budget credibility work in Nigeria built on earlier programmatic efforts to strengthen public 

accountability in service delivery. Through engagement with community groups and civil society 

organizations in Oyo and Anambra, IBP and partners had already identified primary health care 

facilities, infrastructure, water, sanitation and hygiene (WASH) and staffing gaps as tangible 

entry points for reform. These experiences revealed that many service delivery failures 

stemmed not only from inadequate allocations but from breakdowns in budget execution, fund 

releases and procurement processes. Nigeria has been on a long PFM reform path. Since 

2004, under the Economic Reforms and Governance Project, the federal government has 

introduced a wide range of systems and laws. These include the Integrated Payroll and 

Personnel Information System (IPPIS), electronic payments, the Government Integrated 

Financial Management Information System (GIFMIS), International Public Sector Accounting 

Standards (IPSAS), the Treasury Single Account (TSA), a National Chart of Accounts, the Public 

Procurement Act, the Fiscal Responsibility Act and modernized financial regulations and audit 

practices. Many of these systems have been adopted at the state level, but with uneven 

implementation.  

Several of the budget credibility problems documented in this study are linked less to an 

absence of formal reforms and more to partial or weak implementation. 

At the federal level, budget credibility has long been undermined by over optimistic revenue 

projections, under collection and spending shortfalls against approved budgets. While the Fiscal 

Responsibility Act limits some forms of overspending, it does not prevent spending from falling 

below planned levels. Similar patterns appear at the state level, where limited implementation 

capacity, misaligned priorities and ineffective oversight contribute to chronic underspending. 

Earlier analysis in Ogun State, for example, showed that poor performance of the health budget 

was not simply a funding availability issue: significant unspent resources were returned to the 

treasury despite existing service delivery gaps. 

Within this wider reform context, IBP used PHC, particularly access to the BHCPF and PHC 

rehabilitation, as practical entry points for diagnosing budget credibility challenges. These entry 

points sit at the intersection of federal, state and local financing, where failures in releases, 

procurement and planning are most directly experienced by poor and vulnerable communities. 
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The Budget Credibility approach then used these lenses to examine the drivers of 

underspending and delays and engage state governments on actionable reforms.
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Key Learnings 

The appendix provides a more detailed description of the methodology and analytical approach 

used in this learning note.  

 

Budget Credibility Diagnostics, CSO and Community Engagement for 

Reform Prioritization 

What diagnostic tools and approaches were used to understand budget credibility? 

Building on IBP-supported diagnostics, including the 2023 BudgIT study in Oyo and Anambra 

and Dataphyte’s budget credibility studies in Niger and Jigawa, the initiative extended and 

deepened the approach across additional states. IBP and its CSO partners introduced a light 

execution tracing method that tracked selected PHC budget lines from approval through 

release, commitment and expenditure. 

To reduce confusion when working with different datasets, CSOs developed a one-page 

reconciliation guide. This internal reference clarified which figures from the Ministry of Finance, 

the Ministry of Budget and Economic Planning and the Ministry of Health should be used for in-

year analysis, and which should be drawn from the Supreme Audit Institution reports at year’s 

end. Document based diagnostics were complemented by facility-level verification. 

Respondents reviewed stock cards, cold chain uptime records, outreach logs and supervision 

reports. This made it easier to link spending patterns to service results and to test government 

success stories, for example, claims about hundreds of PHCs being renovated. Where 

procurement data were incomplete, CSOs used a broader PFM bottleneck lens. They paid 

attention to predictable releases, procurement steps and timelines, arrears tracking and rules on 

price revisions rather than focusing only on a single transaction. 

Over time, this execution trace model proved replicable across states. It created a shared 

analytical platform for the Ministry of Finance, the Ministry of Budget and Economic Planning, 

the Ministry of Health, the Bureau of Public Procurement (BPP) and oversight bodies.  

The findings were then turned into infographics, short briefs, variance snapshots and other 

accessible products that decision makers and community groups could use quickly instead of 

waiting for full audit cycles. 

 

What did the diagnostics process reveal about budget credibility in the health sector? 

The diagnostic work showed that budget credibility challenges in the health sector were often 

misdiagnosed as allocation problems. The primary bottlenecks lay in execution and utilization. 

Late and unpredictable releases, delays arising at key procurement stages, including approval 

thresholds, documentation queries and coordination gaps between agencies, arrears 

accumulation and overly optimistic revenue projections led to mid-year budget cuts and 
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disrupted service delivery. Diagnostics therefore shifted attention away from how much was 

allocated and toward how reliably resources were released, processed and spent.  

In Oyo State, unrealistic revenue projections made these credibility problems particularly visible. 

In 2018, the state collected just over a third of what it had projected, and although total 

revenues almost doubled between 2018 and 2021, by 2021 Oyo was still realizing only around 

70 percent of its planned income. A senior official attributed this pattern to a mix of 

overdependence on federal transfers, which reduced incentives to grow internally generated 

revenue, external shocks such as COVID-19 and broader insecurity that dampened economic 

activity and affected the health sector. Anambra, in contrast, often exceeded its revenue 

projections over the same period but substantially under-implemented its health budget. 

Together, these contrasting experiences reinforced the lesson that budget credibility problems in 

primary health care are rooted both in how resources are estimated and in how they are 

prioritized and spent during budget execution. 

Budget data was also technically available but often difficult to use. In several cases, there were 

no clearly disaggregated budget lines for specific PHC services, such as immunization, 

maternal health outreach, cold chain maintenance or facility-level operations, making it difficult 

to trace allocations and spending directly. Where such lines existed, they were often embedded 

within broader categories such as “public health programs,” “medical supplies” or general 

hospital services. Budget items were frequently too generic. For example, an entry might state 

“hospital renovation” without specifying the location or number of facilities involved. Quarterly 

reports could not easily be reconciled with approved budgets and figures from the Ministry of 

Finance, the Ministry of Budget and Economic Planning and the Ministry of Health often 

differed. Access to complete audit data from the Supreme Audit Institution was also limited. 

Even when states appeared to allocate close to the 15 percent Abuja Declaration target for 

health, actual execution often fell between 10 and 30 percent of approved budgets. Much of this 

spending was directed at administrative costs, travel, conferences and medical tourism rather 

than frontline PHC operations or cold chain maintenance.  

In Ogun and Oyo, partners noted that a simple focus on percentage execution could be 

misleading when revenue projections were unrealistic. PHCs might receive close to 15 percent 

of a shrinking envelope, which hides deeper credibility problems. In Ogun, the new diagnostics 

reinforced an earlier finding that poor performance of the health budget is not only a matter of 

revenue shortfalls. In some years, sizeable unspent balances were returned to the treasury 

even while PHC facilities faced shortages. This pattern highlights how weaknesses in planning, 

procurement and release practices can produce underspending in priority sectors even when 

resources are nominally available. 

Beyond revenue realism, the research underlined how procedural and regulatory arrangements 

slow down implementation even when funds appear on paper. At the federal level, the national 

budget is often passed and signed into law months after the fiscal year has begun, delaying 

cash releases to 33 states that depend heavily on federal transfers and compressing the time 

available for procurement and implementation into the last quarter of the year. At the state level, 

procurement rules, approval thresholds and centralized decision-making add further delays. In 

Oyo, for instance, large capital expenditures require clearance from the governor or the State 
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Executive Council before contracts can be awarded. These controls are designed to ensure 

value for money but, in practice, they create long approval chains and memo backlogs that slow 

project start-up and contribute to a pattern in which funds are formally approved but execution 

lags. 

Late or partial cash releases compounded these structural bottlenecks. Federal budgets are 

heavily financed through deficit spending that requires borrowing, and approvals for the 

necessary loans often stretch well into the fiscal year. States that rely on federal transfers for at 

least half and sometimes more than 70 percent of their income receive funds late and in 

unpredictable tranches. Officials in Oyo described how fiscal shocks, currency devaluation and 

changes in federal spending frequently trigger borrowing and bailout requests at the state level. 

By the time funds arrive, often in the last quarter, ministries and PHC facilities struggle to 

complete procurement and implement projects before the year’s end. Unspent balances, 

regardless of the reasons for delay, must then be returned to the treasury, reinforcing 

underspending and weakening the link between budget promises and tangible improvements in 

PHC service delivery. 

Political dynamics and capacity gaps within the civil service also shaped budget credibility 

outcomes in the health sector. In Anambra, changes in political leadership and shifting agendas 

at executive and sector levels led to frequent re-prioritization, with health often being 

downgraded in the budget compared to other sectors. In Oyo, officials acknowledged that funds 

earmarked for PHC staffing or facility rehabilitation were sometimes reallocated to meet other 

immediate government needs when fiscal space was tight. Partners in both states described 

this as a mix of misplaced priorities and what some interviewees called political pride, where 

governments announce large budgets that are not grounded in realistic revenue estimates or 

consistent execution. At the facility level, frequent turnover of skilled staff, reliance on retirees to 

staff civil servant vacancies in rural locations, weak reconciliation of health facility accounts and 

difficulties among mid-level officers in preparing memos all contributed to delays in accessing 

funds and further undercut the credibility of health budgets even when allocations existed.  

In Niger State, the diagnostics highlighted how fragile budget credibility is when planning tools 

are weak. Niger has historically ranked near the bottom in national budget credibility 

assessments. Partners described PHC budgets that were dominated by vague and repetitive 

budget lines. One example was the renovation of PHCs, three in each senatorial zone, without 

any indication of which facilities would be renovated. Several budget heads, especially around 

immunization, did not correspond clearly to actual activities. This made it very difficult for CSOs 

and citizens to trace what funds were meant to do or to verify whether projects had taken place.  

The State Planning Commission publicly acknowledged that many ministries, departments and 

agencies do not have clear work plans to guide spending, which undermines both execution and 

oversight. The new Ministry of Primary Health Care still does not have a well-structured, activity-

based budget. Improving budget credibility in Niger will therefore require basic planning to be 

strengthened. In practical terms, this means developing clear activities, workplans and timelines 

before questions about releases and procurement delays can be addressed in a meaningful 

way. 
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The learning process also showed that immunization financing is structurally opaque. A 

significant share of vaccines, inputs and logistics is financed off budget by development 

partners. This limits the scope for meaningful tracking and systems-level reform. The problem is 

made worse when development partners such as UNICEF do not publish disaggregated state-

level financial and commodity data in a proactive way. CSOs and communities are often 

unaware of what has been provided or when supplies will expire. As a result, neither CSOs nor 

governments see the full financing picture. This reduces transparency and narrows the scope 

for deeper reform. 

Partners also reflected on how program design shaped priorities. The early phase of the Budget 

Credibility Initiative in Nigeria focused on increasing the execution of immunization spending. 

The aim was to move from roughly 4 to 5 percent toward 10 percent. This focus did not emerge 

from a fully open diagnostic of all the PFM bottlenecks that affect PHC and maternal health. 

Some partners felt that keeping a stronger focus on maternal health and broader PHC services, 

where SPARK and other IBP-supported work had already created clearer budget lines and 

stronger synergies, might have produced more traction. 

Ground-level verification reinforced these insights. Facility checks showed that headline claims 

often hid partial or uneven implementation. There were cases where facilities listed as 

renovated or fully staffed still lacked basic infrastructure, equipment or personnel. This 

confirmed that systematic facility-level verification is essential and that official announcements 

on their own are not enough.  

Diagnostics also helped to highlight rural and urban disparities in renovations, staffing and 

equipment and showed how these patterns were linked to budget credibility problems. 

 

How did CSOs use diagnostic evidence to prioritize budget credibility reforms? 

As diagnostics progressed, CSOs began to see that the real value of data lay in prioritization. It 

was not realistic to tackle every credibility gap at the same time. Instead, they concentrated on a 

small set of reform areas that seemed tractable. These included release timing, cash flow 

predictability and procurement coordination. Practical fixes in these areas could unlock better 

execution in the short and medium term. Shared priorities were refined through ongoing 

conversations with finance, budget, health and procurement officials. Short budget variance 

notes and joint action checklists were used as concrete entry points in these discussions. In this 

way, diagnostic evidence helped to identify realistic reform issues within each state. States also 

began to adjust their internal systems in response to the joint diagnostics. In some cases, fund 

release calendars were brought closer in line with EPI and PHC service windows. Plain 

language variance summaries were introduced so that both officials and communities could 

make better use of budget information. 

In Oyo, end-of-year review sessions between commissioners and CSOs, usually held in 

November or December, were institutionalized. These sessions created a regular space to 

review line-by-line budget performance, reflect on execution and feed lessons into the next 

cycle of planning and releases.  
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In addition, reforms under Primary Health Care Under One Roof and the National Health Act 

were strengthened by a state law that requires every local government authority to contribute 

7.5% of its federal allocation, after salaries, into a pooled PHC basket fund managed by the Oyo 

State Primary Health Care Board (SPHCB). This change ended the long-standing practice in 

which PHC managers had to lobby individual local government chairmen for funds. PHC 

financing is now pooled, more predictable and centrally coordinated. The Board has a more 

reliable resource base for managing PHC services across thirty-three local government areas 

and 351 wards. Embedding this arrangement in law shifted PHC financing away from 

discretionary and personality-driven support and towards a more rule-based and sustainable 

system. It is a concrete example of how diagnostic work on fragmentation and underfunding can 

lead to more credible and durable financing arrangements. 

In Ogun State, planning for PHC was reoriented through the Medium-Term Sector Strategy 

(MTSS) and the Medium-Term Expenditure Framework (MTEF). Ministries and departments are 

now expected to justify each capital request with a clear problem statement, an outcomes chain, 

a realistic Bill of Quantities from the Ministry of Works and explicit monitoring expectations 

before new projects can be added to the budget. Project one-pagers and Bills of Quantities are 

used to link proposed inputs more clearly to intended service results. 

Across the three states, the execution trace model, joint analysis sessions and accessible 

knowledge products helped move the system away from ad hoc and reactive responses and 

toward more deliberate, evidence-informed changes in planning, releases and procurement. 

 

CSO and Community Engagement for Advocacy 

How did CSOs translate budget evidence into advocacy? 

Most community actors and PHC managers began with limited knowledge of PFM and few 

formal entry points into budget processes. Technical language and opaque procedures often 

excluded them from meaningful discussions on planning, execution and monitoring. Many CSOs 

were experienced advocates but generalists in PFM. Women, young people and rural PHCs 

were often underrepresented in fiscal debates. Accountability began to improve once budget 

tools and data were demystified and communities could see how credibility failures translated 

into concrete service delivery gaps. 

In practice, the first IBP-supported community of practice (CoP) on budget credibility functioned 

largely as a passive WhatsApp and email group focused on events rather than peer learning. 

This experience prompted a deliberate shift toward smaller, more practical PFM Action Labs. In 

these labs, CSOs and community actors worked in problem-solving teams, tested concrete 

fixes, verified claims on the ground and brought evidence back to broader coalitions for 

reflection and advocacy. IBP moved away from one-off training workshops and toward learning 

by doing. PFM concepts and diagnostic findings were translated into plain language so that 

CSOs and Ward Development Committees (WDCs) could apply them directly.  
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Once basic distinctions, such as approved, released, committed and spent, were clearly 

understood, WDCs began using them to interrogate PHC budgets, review audit 

recommendations, track procurement processes and verify projects on site. 

In Ogun State, the Justice Development and Peace Commission (JDPC) moved from broad 

budget appeals to problem-driven analysis linking specific service failures to identifiable budget 

credibility gaps in PHC. One example frequently cited involved maternal deaths linked to the 

absence of skilled birth attendants. JDPC combined PHC budget and human resource data with 

personal testimony in a public forum attended by the governor’s wife. Shortly thereafter, a 

thirteen-year freeze on PHC recruitment was lifted and a vacancy announcement issued. JDPC 

acknowledges that such gains are fragile; brain drain and informal rural posting arrangements 

continue to threaten sustainability. This reinforced the need for continuous monitoring rather 

than one-off advocacy wins. 

Across states, partners observed that many community groups initially saw themselves as 

petitioners rather than actors within the budget chain. With even basic exposure to budget 

concepts and entitlements, many developed what one interviewee described as “ethical anger” 

and a stronger desire to engage constructively. For example, the National Youth Council in 

Ogun approached JDPC seeking guidance on how to understand government budgets and 

participate meaningfully. At the same time, CSOs emphasized that community-based 

organizations require accompaniment to navigate technical PFM issues and political 

sensitivities. A division of labour gradually emerged: PFM-specialist CSOs focused on detailed 

analysis, while grassroots groups concentrated on verifying whether facilities, staff, medicines 

and equipment were delivered, feeding that evidence back into the PFM chain. This approach 

combined depth with reach and shifted advocacy away from general allocation demands toward 

targeted, execution-focused engagement aligned with the budget cycle. 

 A central premise of the Budget Credibility approach was that moving from calls for higher 

allocations to demands for full execution of already approved budgets would create a more 

constructive entry point. In Nigeria, this reframing gained traction once anchored in execution 

tracing and structured dialogue platforms. Across Oyo, Ogun and Niger, discussions 

increasingly focused on release timing, procurement progress and implementation status rather 

than headline budget figures alone. Rather than debating fiscal space, officials engaged more 

readily in reviewing where funds stalled and what adjustments were needed within the budget 

year. The experience suggests that the narrative shift was most effective when paired with 

concrete diagnostic evidence and routine engagement mechanisms rather than used as a 

standalone advocacy message. 

Localization proved essential for trust and ownership. In Niger State, CSOs worked through 

zonal representatives and trusted gatekeepers, including a project director from Borgu and a 

retired nurse from Agaie. These actors convened forums and hosted radio programs in local 

languages, helping communities see PHC monitoring as locally owned rather than externally 

driven. IBP CSO partners used radio to highlight delays in BHCPF releases. Sustained public 

attention was followed by the disbursement of all four tranches within a single year for the first 

time in the state. 
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In Oyo, annual zonal citizen town halls chaired by the governor and senior officials provided a 

structured advocacy entry point. Citizens and CSOs proposed priorities across sectors, 

including health. Ministries appearing before pre-treasury meetings were required to submit a 

one-page note explaining how citizen inputs were reflected in budget proposals. At year’s end, 

the Ministry convened dedicated budget performance meetings with CSOs, presenting what 

was promised, what was delivered, what was not implemented and why. Quarterly meetings 

between WDCs and the Oyo State Primary Health Care Board normalized line-by-line 

performance discussions and enabled data-informed adjustments within the fiscal year. Oyo’s 

membership in the Open Government Partnership (OGP) created an additional platform for joint 

review of commitments and performance. 

As PFM tools became more familiar at the local level, PHC business plans grew more evidence 

based. WDCs began presenting concrete proposals tied to service needs such as outreach fuel, 

minor facility works and cold chain maintenance. Rural–urban disparities in staffing, renovations 

and equipment were documented more systematically and used to argue for fairer investment in 

underserved PHCs. Policymakers began responding to these evidence-backed demands. 

Despite these gains, inclusion is still uneven. Respondents cited concrete achievements, such 

as enrolling about 200 people with disabilities in the Oyo State health insurance scheme 

through advocacy in quarterly planning spaces and securing free health care coverage for 

people with disabilities in another state through JDPC engagement.  

However, systematic tracking of differentiated impacts on women, girls, rural communities and 

other marginalized groups remains limited. Women’s networks, disability groups and remote 

rural constituencies are not consistently present in budget forums. In addition, shrinking and 

unstable funding for CSOs is eroding civic space. Organizations that once specialized in budget 

and procurement monitoring increasingly diversify into other sectors or accept government 

funding, which can weaken independence. These constraints highlight the importance of 

sustaining community-based execution monitoring as demand for credible PHC financing 

continues to grow. 

 

Government Engagement and Advocacy Process 

How did IBP and government partners move from cautious engagement to collaborative 

problem-solving on budget credibility?  

At the outset, government access was limited. Officials were cautious about engaging with civil 

society on fiscal data and often preferred to observe the process before engaging through 

dialogue.  Early collaboration was therefore largely confined to data requests rather than joint 

analysis or reform planning. Transparency in health spending was also inconsistent.  Some 

partner-financed inputs were off-budget or poorly disaggregated and full audit reports from the 

Supreme Audit Institution (SAI) were not regularly published. The early design of the Budget 

Credibility Initiative in Nigeria reflected this context. The approach initially used immunization as 

a practical tracer to examine budget execution.  
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As systemic bottlenecks became more visible, the approach expanded to address broader 

public financial management (PFM) constraints across the full PHC execution chain. 

As engagement deepened, IBP and its CSO partners gradually shifted from an adversarial 

advocacy posture to a more collaborative, learning-centered approach. Rather than confronting 

government actors from the outside, they invited officials into the diagnostic process.  

Using a simple “show us how the system works” framing, CSOs created space for practical 

discussions about widely recognized bottlenecks such as delayed cash releases, procurement 

delays at key approval stages and arrears accumulation that undermine service delivery. 

Moving away from naming and shaming tactics toward joint problem-solving reduced 

defensiveness and allowed ministries and agencies to acknowledge systemic weaknesses 

without fear of public blame. Over time, this approach built trust around shared efforts to 

improve budget credibility.  

Structured engagement gradually replaced ad hoc advocacy. Regular dialogues among the 

Ministry of Finance, the Ministry of Budget and Economic Planning, the Ministry of Health, State 

Primary Health Care Boards, the Bureau of Public Procurement and CSOs were formalized with 

clear agendas defined roles and documented follow-up.  Officials understood that issues raised 

in one meeting would be revisited in the next. In Oyo, CSOs convened a multi-ministry 

roundtable using their strengthened budget credibility skills. During that discussion, officials from 

the Ministry of Finance acknowledged that some ministries, departments and agencies were not 

submitting regular expenditure reports or reconciling their accounts, limiting their ability to track 

execution and enforce accountability. Such exchanges demonstrated that multi-ministry 

platforms could surface compliance gaps that directly undermine budget credibility and that 

require enforcement of existing rules, not only capacity building.  

State-level examples illustrate how insider engagement and public pressure worked together. In 

Oyo State, quarterly meetings between the State Primary Health Care Board, Ward 

Development Committees and CSOs created a direct feedback loop between facility-level 

realities and budget decisions. Service gaps, including PHC staffing and disability enrolment in 

the state health insurance scheme, were increasingly linked to budget discussions. In Niger, 

following multi-ministry engagement and sustained civil society advocacy, including outreach to 

the Niger State Contributory Health Scheme (NICARE) and the State House Committee on 

Health and Nutrition, the state released its BHCPF counterpart funding and disbursed all four 

quarterly tranches within a single year. While partners do not attribute this outcome solely to 

their advocacy, they consider their coordinated engagement an important contributing factor. 

Public advocacy complemented insider strategies. In Niger, collaboration with International 

Centre for Investigative Reporting (ICIR) radio increased public visibility of BHCPF delays and 

PHC underfunding, placing pressure on both state and federal actors. In Oyo and Ogun, JDPC 

and other CSOs used town halls, media engagement and community testimonies, including the 

maternal death case, to highlight the human consequences of execution failures. In Ogun, 

JDPC initially faced resistance for using informally obtained budget documents. Over time, 

reframing its work as helping government identify gaps and improve performance rather than 

exposing corruption reduced hostility and enabled more candid discussion. 
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As engagement matured, the work also highlighted institutional and procedural factors that 

influence how quickly budgets move from approval to implementation. In all three states, larger 

releases above defined and, in some cases, relatively low thresholds, require executive 

approval from the governor. While such controls are designed to strengthen oversight and 

safeguard public funds, they centralize decision-making at key points in the execution chain. In 

practice, this can create backlogs of approved but unreleased funds and slow the 

implementation of PHC investments within the fiscal year. 

The work also surfaced structural features of the oversight system that shape how 

independently and effectively execution is scrutinized. In some contexts, the Office of the 

Auditor-General is administratively located within the civil service hierarchy rather than 

operating as a fully autonomous institution. Although it carries a formal constitutional mandate, 

this arrangement can blur reporting lines between audit and the executive. 

Legislative oversight through Public Accounts Committees is formally empowered but influenced 

by prevailing political alignments. In addition, while Freedom of Information legislation provides 

a legal basis for accessing public financial information, enforcement is uneven and requests do 

not always result in timely or complete disclosure. In some cases, engagement between 

oversight institutions and civil society requires administrative clearance, which can limit direct 

dialogue. 

Together, these institutional features affect how quickly execution challenges are identified, 

debated and resolved. These dynamics do not prevent reform, but they illustrate why 

transparency tools alone are often insufficient. They reinforce the importance of sustained, 

embedded CSO participation in routine budget forums, where information can be clarified, 

discussed constructively and followed up over time. Within these constraints, governments also 

experimented with practical funding solutions to keep PHC projects moving. In Oyo, for 

example, the government introduced what it called an Authentic Budget Funding Approach for 

PHC infrastructure. Under this approach, contractors receive an agreed percentage upfront and 

the remaining payments are spread over time through Irrevocable Standing Payment Orders 

(ISPOs). This helps reduce cash flow shocks while sustaining implementation momentum. 

Donor grants that require counterpart funding also created incentives for faster state action. One 

example often cited is the prompt release of counterpart funding to unlock a ₦2.5 billion 

UNICEF-World Bank-supported package.  

These reforms adjustments suggest that systems can adapt when political and operational 

incentives align, responding not only to donor conditions but also to internal pressure to meet 

commitments and maintain delivery timelines. These shifts also created clearer entry points for 

civil society engagement. Across the states, CSOs learned that their influence is strongest when 

advocacy combines specific technical evidence, lived community experience and careful timing 

around key points in the budget cycle. Aligning engagement with fiscal planning and release 

windows improved their ability to shape decisions on allocations, releases and follow-up. PFM 

Action Labs, town halls, media partnerships and health sector briefings helped sustain 

transparency and public engagement between formal budget moments. Over time, these 

practices began to move accountability away from isolated campaigns and towards more 

routine, embedded problem solving within day-to-day of public financial management. 
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Connecting to Broader Systems Change 

How far did budget credibility reforms move from person-driven wins to institutional 

change? 

Early progress in addressing budget credibility gaps was often person-dependent and 

vulnerable to turnover. Reform-minded commissioners, executive secretaries and directors 

could drive significant changes but gains sometimes stalled or reversed when these individuals 

left office. Weak enforcement of procurement, audit and fiscal responsibility laws, combined with 

fragmented financing and paper-heavy procurement systems, limited consistency across states. 

The Medium-Term Expenditure Framework (MTEF) and Medium-Term Sector Strategy (MTSS) 

processes existed in some states but were applied unevenly, reducing their impact on fiscal 

discipline and execution reliability. 

The World Bank’s State Fiscal Transparency, Accountability and Sustainability (SFTAS) program 

illustrates both the potential and limits of incentive-driven reforms. Performance-based 

disbursement-linked indicators encouraged states to adopt procurement, audit and revenue 

harmonization laws and to reduce deviations between planned and actual revenue and 

expenditure. These measures directly targeted drivers of low budget credibility. However, many 

of these reforms remained compliance-driven. Once external incentives ended, some practices 

such as proactive disclosure were deprioritized.  

Respondents pointed to a core design challenge:  while incentives encouraged short-term 

alignment, reforms were not always embedded in routine fiscal transfers or civil service 

systems. As a result, progress remained vulnerable to shifting political priorities. This reinforced 

a key lesson: sustainable budget credibility requires anchoring reforms in law, standard 

operating procedures and administrative routines rather than relying on champions or temporary 

incentives. 

This pattern extended beyond SFTAS.  The Treasury Single Account (TSA), introduced at the 

federal level to consolidate receipts and reduce leakages arising from multiple bank accounts 

managed by separate ministries, departments and agencies, improved oversight at the centre. 

However, exemptions and uneven implementation at the state level limited its full impact.  While 

SFTAS tied performance grants to TSA milestones, experience in the three states showed that 

meeting technical benchmarks did not automatically resolve deeper cash management 

weaknesses. Without sustained political commitment, reforms risk remaining procedural rather 

than transformational.  

A central question emerging from this work is therefore clear: to what extent have Nigeria’s 

extensive PFM reforms, translated into more reliable social sector service delivery, particularly 

at the primary health care level? 
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How did state-level examples point to emerging systems change? 

Oyo State offers an example of more intentional institutionalization. Health sector planning is 

anchored in long-term strategies such as the Agenda 2040, supported by the Medium-Term 

Sector Strategy (MTSS), the Medium-Term Expenditure Framework (MTEF) and a national 

chart of accounts. This combination allows Oyo to upload budget and performance data onto a 

World Bank platform and be peer-reviewed and ranked against other states. Budget preparation 

and execution are led by career civil servants rather than external consultants, strengthening 

institutional memory and continuity across political cycles. 

The Primary Health Care Under One Roof funding mechanism provides a concrete example of 

institutionalized PHC financing.  A statutory 7.5 percent contribution from local government 

allocations is pooled into the PHC basket fund managed by the State Primary Health Care 

Board. Each local government maintains a dedicated PHC account and funds flow against 

approved annual operational plans. Campaign funds, such as for National Immunization Plus 

Days, are pre-positioned before implementation. Compared to previous delays of six or seven 

months, this represents a shift toward more predictable financing. 

This move toward predictable, rule-based financing has also created a more stable foundation 

for structured engagement and oversight around PHC performance. 

Building on this financing reform, the budget credibility work expanded across Oyo, Ogun and 

Niger to include structured procurement analysis through the Procurement Risk Assessment 

Toolkit. This marked a deliberate shift from viewing procurement as a technical compliance 

function to recognizing it as a central driver of execution outcomes. By tracing how procurement 

plans aligned with approved budgets, how documentation moved across ministries and how 

timelines unfolded between cash release and contract award, stakeholders were able to identify 

recurring systemic risks that delayed PHC implementation. 

Across the three states, common risks emerged: misalignment between budget approval and 

procurement planning, prolonged approval chains, limited disclosure of procurement 

documentation and weak follow-through on contract implementation. Anchoring discussions in a 

formal risk assessment framework helped move dialogue away from abstract concerns about 

“low execution” toward clearer identification of where funds stalled and which institutional steps 

required attention. Rather than depending on individual reform champions, the toolkit provided a 

replicable method that could be applied across sectors and budget cycles. 

At the same time, the experience underscored that systems change remains uneven. In some 

contexts, non-state actors now participate more meaningfully in planning and review processes 

than before. However, gaps persist in how audit findings are tracked and enforced, how 

responsibilities are assigned across ministries and how consistently financing flows reach PHC 

facilities. For example, while one year saw all four BHCPF tranches disbursed once counterpart 

funding was paid, subsequent delays have demonstrated how fragile these gains remain when 

institutional follow-through weakens. 

Taken together, these experiences suggest that elements of budget credibility reform are 

beginning to shift from personality-driven wins toward more structured routines.  
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However, predictable financing, procurement transparency, audit follow-up and sustained civil 

service ownership must all align for reforms to become fully institutionalized. 

 

What systemic bottlenecks and gaps still limit broader change? 

Partners emphasized that procurement remains a central but under-addressed bottleneck in the 

execution chain. Nigeria’s national procurement framework has not been comprehensively 

updated in recent years, and key institutional mechanisms, such as the National Council on 

Public Procurement, have yet to be fully operationalized. Thresholds and procedural 

requirements do not always reflect current fiscal realities, and some legacy provisions persist 

despite the availability of digital platforms. At both federal and state levels, certain special-

purpose or off-budget projects operate under separate administrative arrangements, which can 

reduce transparency and limit routine civil society scrutiny. 

Respondents stressed that durable systems change will require sustained and flexible support 

for independent civil society and community-based organizations. When monitoring and 

advocacy capacity depends on short project cycles or politically conditioned funding, oversight 

remains fragile and episodic rather than institutionalized. 

Disclosure gaps are not limited to government actors. State-level financial and commodity 

support data from development partners is not always proactively published or easily 

accessible. In some cases, limited visibility over externally financed inputs has complicated 

efforts to track immunization and PHC resources comprehensively. Respondents argued that 

donor-side transparency should be treated as an integral part of the broader PFM and 

accountability ecosystem. 

The SFTAS experience further illustrates that incentive-driven reforms can catalyze short-term 

improvements, but without embedding reforms into routine fiscal and administrative systems, 

gains may be uneven or reversible. Incentives can accelerate compliance, but sustained 

transformation depends on institutional ownership and enforcement. 

Across interviews, both government and civil society respondents converged on a shared view: 

service delivery outcomes, not paper compliance, are the ultimate test of systems change. 

Budget credibility matters insofar as it reduces maternal mortality, improves PHC utilization and 

ensures reliable staff, drugs and equipment for women and children who depend most on 

primary health care. Efforts such as aligning long-term planning frameworks (including Agenda 

2040, MTSS and MTEF processes) with sector outcomes point toward a more resilient 

architecture for credible budgeting. 

At the same time, the ongoing fragility of BHCPF flows, persistent procurement gaps and the 

precarious funding base for independent oversight actors underscore that the journey toward 

durable systems change remains incomplete.
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Lessons and Recommendations  
1. Execution, not allocation levels, determines service delivery outcomes. 

Budget credibility work is most effective when it examines how funds move from approval to 

service delivery, not only what is promised on paper. Across the states, late releases, arrears, 

procurement delays, unrealistic revenue projections and weak cash management disrupted 

PHC services even when allocations appeared adequate. 

Execution tracing, reconciliation of figures across finance, budget and health institutions and 

facility-level verification helped reveal where funds stalled and how these gaps translated into 

stockouts, infrastructure deficits and staffing shortages. 

For CSOs, this means following the full chain, from budget approval through release and 

procurement to what citizens experience in PHCs. For donors, it means funding diagnostic work 

that examines releases, arrears and procurement systems alongside allocations. For 

government partners, it means institutionalizing joint reviews that look at financial execution and 

service performance together. 

 2. Reform traction increases when collaboration is paired with strategic public 

accountability.  

A collaborative, problem-solving approach opened more doors than adversarial tactics alone. 

When CSOs framed discussions around shared bottlenecks, such as delayed releases or 

procurement backlogs, officials were more willing to engage. Structured platforms with clear 

agendas and follow-up replaced episodic confrontations. 

At the same time, public advocacy through media, town halls and community testimonies kept 

attention on unresolved issues. Effective reform required balancing insider dialogue with 

external visibility. Timing engagement around key points in the budget cycle increased influence. 

For donors, this suggests investing in sustained multi-stakeholder platforms and facilitation. For 

governments, it underscores the value of treating CSO engagement as part of system 

improvement rather than opposition. 

3. Problem-driven coalitions outperform broad, unfocused advocacy.  

Progress was strongest where coalitions prioritized a small number of tractable issues, such as 

release timing, BHCPF counterpart funding, audit compliance or procurement delays rather than 

attempting to address every credibility gap simultaneously. 

A clear division of labor strengthened impact. Specialist budget organizations led technical 

analysis, while community and faith-based groups verified delivery on the ground and brought 

lived experience into policy spaces. Sustained accompaniment was often necessary to help 

local actors navigate political sensitivities and build confidence. For donors, supporting 

coalitions rather than isolated organizations can enable this role-sharing. For governments, 

engagement is more productive when CSOs present focused, evidence-based requests. 
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 4. For gains to last, reforms must be anchored in institutions, not individuals or short-

term incentives. 

Early gains were often driven by reform-minded individuals. When those individuals moved on, 

progress sometimes slowed. Incentive-based programs such as the World Bank SFTAS 

encouraged adoption of laws and procedures, but experience showed that reforms remain 

fragile if they are not embedded in procurement systems, audit follow-up mechanisms, Treasury 

Single Accounts and PHC financing structures. 

Weak procurement enforcement, exemptions that allow off-budget accounts to persist, uneven 

donor transparency and unstable CSO funding continue to limit deeper change. 

For budget credibility gains to last, reforms must be anchored in institutions and administrative 

routines, not personalities or short-term incentives. This includes strengthening procurement 

bodies and audit institutions, improving enforcement of fiscal responsibility rules, formalizing 

predictable PHC financing arrangements and ensuring that independent CSOs have sustainable 

support to monitor implementation over time.
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Appendix   
Learning Note Focus: Learning Areas, Relevance and Methodology  

Learning Areas  

This learning note distils lessons from Nigeria’s experience with health sector reforms to explore 

five learning areas in the PFM reform process. It focuses on how diagnostic work, community 

engagement, government advocacy, development partnerships and systems-level linkages can 

strengthen budget credibility and improve service delivery outcomes.  

• Learning Area 1: Research Diagnostics and Problem Identification. What diagnostic 

approaches most effectively identified the PFM bottlenecks that undermine budget 

credibility and service delivery? What lessons emerged regarding the time, data and 

analytical processes required to pinpoint priority reform issues, and how did political 

dynamics shape the choice of feasible entry points?  

• Learning Area 2: Community and CSO Engagement. How can community groups and 

CSOs meaningfully engage with technical PFM issues? What strategies or 

communication methods enabled successful engagement, including how evidence was 

presented and adapted for low-literacy or rural audiences and what challenges limited 

their participation?  

• Learning Area 3: Government Engagement and Advocacy Process. Which CSO-led 

advocacy strategies proved most effective in securing government commitments to PFM 

reform and what broader accountability systems, such as transparency mechanisms and 

SAI oversight, are necessary to ensure sustained government action on budget 

credibility?   

• Learning Area 4: Connecting to Broader Systems Change. How has this effort 

contributed to larger systems change in governance systems for service delivery beyond 

these specific line items and states, and what macro-level policy changes are emerging?  

  

Methodology  

To examine the learning areas, IBP employed a mixed-methods design combining desk 

research and key informant interviews. This approach ensured triangulation between 

documentary evidence, stakeholder perspectives and program experience:  
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Desk review:  

Analysis of Open Budget Survey (OBS) data for 2021 and 2023, Budget Credibility Initiative 

research, progress reports and country field reports were reviewed to situate findings within 

Nigeria’s broader public finance and health context.  

 

Key informant interviews (KIIs):  

Semi-structured interviews were conducted with members of IBP’s Budget Credibility team in 

Nigeria, government and civil society representatives, including, Commissioners for Budget & 

Economic Planning (Oyo State and Ogun State), The Federation of Muslim Women’s 

Association in Nigeria (FOMWAN) Niger and JDPC Ibadan, as well as Ward Development 

Committees (WDCs) and media actors (e.g., ICIR radio).   

Thematic analysis:  

Interview data were coded and analysed in ATLAS.ti to identify recurring mechanisms of 

change, enabling factors and persistent constraints.   

This triangulated approach strengthened the credibility of findings and ensured lessons reflected 

both state-level variation and national reform dynamics. 
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The International Budget Partnership (IBP) headquarters:  

1919 Pennsylvania Ave NW, Suite 425, 

Washington, D.C. 20006 

Tel/Fax: +1 202 792 6833 

 

The International Budget Partnership is a global partnership of budget analysts, community 

organizers, and advocates working to advance public budget systems that work for all people, 

not a privileged few. Together, we generate data, advocate for reform, and build the skills and 

knowledge of people so that everyone can have a voice in budget decisions that impact their 

lives.  

 

For more information on IBP:  

info@internationalbudget.org or visit  

www.internationalbudget.org  

 

X: @OpenBudgets  

Facebook: International Budget Partnership  

YouTube: International Budget Partnership  

LinkedIn: International Budget Partnership 

Instagram: openbudgets 
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